LETTERS TO THE EDITOR
Asthma knowledge attitudes and quality oflife in adolescents EDIToR,-Gibson et al report a low level of knowledge about asthma in adolescents with and without asthma and their teachers, and propose improved training in schools. 1 As part of a recent survey of knowledge about common childhood disorders, we administered the following five true/false/don't know multiple choice questions concerning asthma to 120 unselected parents attending our paediatric casualty department:
(1) Children with asthma often get attacks when they have colds and infections (true).
(2) Smoking about the house is no worse for asthma than the traffic fumes on a normal street (false).
(3) Children who cough a lot at night are more likely to have asthma than children who bring up lots of sputum (phlegm) with coughing in the morning (true).
(4) Children with very very bad asthma always make loud breathing noises (false).
(5) Antibiotics are often useful in children to help cure bad attacks of wheezing (for example, due to asthma) (false). The response rate was 91% (109/120); 77 parents had a family member or close relative with asthma, 24 did not, eight were unsure.
Our results also demonstrate fairly low levels of knowledge (% correct -1: 79%, 2: 67%, 3 In June 1976 a girl aged 5-5 years presented acutely with malaise, painful swollen limbs, and a 12 month history of an asymptomatic rash. On examination she was febrile and had a swollen face, forearms, wrists, left hand, right knee, and left foot. There was a widespread, patchy maculopapular, erythematous eruption. There was neither organomegaly nor hypertension.
Investigations on admission showed an erythrocyte sedimentation rate of 100 mm/hour, antistreptolysin 0 titre (ASOT) 900 (normal <200) Todd units. Throat swabs produced no growth. Hepatitis B serology was negative. A skin biopsy specimen showed necrotising arteritis at the junction of the lower dermis with subcutaneous tissue. Muscle biopsy showed normal striated muscle. Treatment comprised aspirin and bed rest and the illness subsided over the ensuing three weeks, during which time the skin showed more obvious nodulation and livedo. The patient experienced milder exacerbations in 1980, 1983, 1984, 1986, and 1990 .
In July 1993 she had her most severe flare since 1976 with painful nodules, necrotic vasculitic areas over shoulders, buttocks and right hip, myalgia, and arthralgia. This followed an episode of pharyngitis and was accompanied by an ASOT of 333 Todd units and a throat swab which grew group G 3-haemolytic streptococci. Treatment was started with prednisolone 60 mg daily, penicillin V 2 g daily for a week, and naproxen 500 mg daily. The latter two drugs have been continued to the present time, the penicillin dosage having been reduced to 500 mg daily as prophylaxis. As the prednisolone dosage was reduced azathioprine and oxypentifylline were introduced for a period of approximately three months.7 Prednisolone was discontinued in March 1995.
Current clinical findings include widespread livedo reticularis and a few small erythematous nodules over the lower limbs in addition to areas of markedly hypopigmented postnecrotic scar tissue on the left shoulder and right hip area.
During her most recent exacerbation the blood pressure remained normal but a creatinine clearance of 47 ml/min and a 24 hour urinary protein excretion of 0-58 g (normal <0-15 g) were recorded in October 1993. Her most recent creatinine clearance was, however, 103 ml/min and there is no persistent proteinuria Published series have documented a strong association between streptococcal infection and flares in disease activity and long term penicillin prophylaxis has been recommended.8 9 Despite her chronic, relapsing course our patient shows no definite evidence of systemic disease, although continued follow up is clearly advisable in view of isolated reports of such progression. 
